Background. This project created a protocol outlining the needs of patients, families, and staff in providing a pain-free, dignified, family-and staff-supported death for those newborns who cannot benefit from intensive, life-extending, technological support. Physicians have reported a need for ethical guidelines in caring for those newborns who may need to have technological support withheld or withdrawn. This protocol is intended to assist providers who may lack formal ethical or clinical training for withdrawing or withholding life-sustaining interventions from dying newborns. It is further intended to allow for consistency in the clinical approach to caring for newborns with life-limiting conditions, and to provide a model useful for teaching medical and nursing trainees.
Lessons learned. Participants from 93 locations in the United States and four other nations (Norway, Sweden, Italy, Scotland) gave feedback to 13 questions derived from clinical experience and the literature. Leaders in the perinatal and ethics fields participated. Rich data were collected based on both provider and family experience. Microsoft Access was used to categorize and tabulate findings. Both investigators read all data and shared analysis decisions. There was surprising consistency in responses and similarity between professionals and families in the data provided. Clinicians and family members desired an improved template for caring for dying babies. Interest has been very high in this protocol throughout the United States and abroad.
Implications for practice. A 48-page document was created that presents guidelines for palliative care for newborns. This endof-life protocol delineates the following consensus-based recommendations:
1. Description of palliative care for newborns, including categories of candidates; 2. Planning and education needed to begin palliative care services for newborns; 3. Relationships between community and tertiary centers and palliative care; 4. Essential components of optimally supporting neonatal death; 5. Family care: cultural, spiritual, and practical needs; 6. Ventilator withdrawal, including pain and symptom management and medication recommendations and dosages; 7. When death does not occur after cessation of life-extending interventions; 8. Family follow-up care; 9. Necessary ongoing staff support.
Many hospitals and hospice centers are beginning to explore this model of care in their neonatal intensive care and obstetric units. The full document is currently under review for publication and can presently be obtained from acatlin@napanet.net. Funding for the study was provided by the American Nurses Foundation Julia Hardy 1999 RN Scholar Grant and travel support was contributed by the Lambda Gamma Chapter of Sigma Theta Tau. Background. In 1995 the Los Angeles (LA) Country facility in Lancaster, CA, which provided prenatal care to many MediCal patients eliminated that service leaving approximately 100 women per month without locally available care. Obstetricians in the area were unable or unwilling to add these patients to their practices, and there was the potential for many women in labor to present to our hospital without having had prenatal care. The hospital chose to open a prenatal clinic staffed by nurse practitioners (NPs) with a coalition of local physicians contracted to perform deliveries, provide prenatal services to those women who developed adverse conditions during their pregnancies, and serve as consultants for the NPs. A single physician contracted with the hospital to serve as medical director of the clinic. The NPs, in addition to providing physical care, would also provide education to the women on pregnancy, delivery, potential complications, and actions to take. A social worker and dietician were available.
EXCELLENCE IN ACTION, NURSE PRACTITIONER MODEL OF PERINATAL CARE
Content/Action. In 6 years of operation the clinic has had over 2500 deliveries. The number of women delivered through the clinic has increased steadily -647 women received prenatal care and delivered through the clinic in the 1999-2000 fiscal year. Research questions. To determine how well private sector medical system handles cases of perinatal hepatitis B exposure compared to cases where public health case management takes place in the state of Alabama. To determine what proportion of infants born to carrier mothers of hepatitis B would benefit from a universal birth dose policy. To examine the transmission of positive hepatitis B serology results from obstetricians to pediatricians.
Methods. A database of chronic carrier women (n=800) who had previously been enrolled in the Alabama Maternity Hepatitis B Program from June 1990 to June 2001 was cross-checked against birth record data. When a birth for which the state health department was not aware was detected, this was classified as a retrospective case. The prenatal HBsAg status and infant vaccination status on all retrospectively discovered births was investigated by hospital chart review. The reviewers were registered nurses with 10 years of perinatal hepatitis B case management experience. The pediatricians for recent retrospective cases (1995 to 2001) were contacted to determine if they were aware of the mother status as a chronic carrier of hepatitis B and that it was documented in the child's record. Limitations of the study were that women who were known to have subsequently moved out of state and delivered another infant could not be accounted for (n=75).
Results. A total of 132 undetected births to ''believed'' chronic carrier women using database cross-referencing were identified. Further investigation of these births revealed that there were significant numbers who had been misclassified as chronic carriers and were in fact acutely infected of the prior pregnancy or had tested falsepositive (n=51). In each of these cases, there was only a single, positive HBsAg laboratory result with no additional markers in the original case file. There were 85 births in 81 undetected pregnancies to confirmed HBsAg-positive women; two births were to twins. The 51 women believed to have been acutely infected or a false-positive were eliminated from the data for comparison between public and private sector case management.
In the 1072 births to HBsAg-positive mothers over 10 years, 80.7% where detected and case managed by the state health department, 19.3% had no public health detection and invention until at least 48 hours or more after birth. In public health prenatally managed cases (referred to as prospective), the rate of hepatitis B vaccination at birth within 48 hours was 95.1%. Where no public health-case management occurred, 83% of exposed infants were vaccinated within 48 hours. With regard to the birth dose, 4.6% of infants (n=49) were vaccinated only with hepatitis B within 48 hours of birth and 2.6% (n=28) were not vaccinated within 48 hours. The notification of pediatricians regarding the carrier state of the mother by private obstetricians was 55%. Where patients enrolled in the state maternity program prenatally, 100% of pediatricians were notified immediately after delivery.
Discussion. In the early stages of the Alabama Maternity Hepatitis B Program verification of chronic carrier status with repeated laboratory results were not considered necessary (1990 to 1993) . The evidence that 6.4% of women were surface antigen-negative at a subsequent birth indicates that some women followed early in the program has probably resolved an acute infection prenatally when initially followed. Had laboratory markers on the mother been repeated at delivery the resources used to follow these infants over the course of the year could have been better utilized elsewhere. In examining infants vaccinated with hepatitis vaccine only and those who were not vaccinated with 48 hours, a universal birth dose policy in all facilities would benefit 7.2% of all infants born to HBsAGpositive mothers who would otherwise receive suboptimal or no prevention after delivery.
The measurement of the health departments maternity program is best viewed as a whole. Based on the reviews an estimated 105 infants received HBIG and vaccine together over 10 years that might not have under private care alone. The health department maternity staff have been educating hospitals and that certainly has influenced the decision of some facilities to have a universal birth dose policy for hepatitis B. Because HBIG supply within the state has always been available to hospitals on an emergency basis within 48 hours since 1990 the presumption is that the infant's risk of exposure was not identified for those who only received vaccine (n=49). The rate of the private sector case management is also probably influenced by the periodic educational activities of the state maternity program nursing staff. The state public health system also investigated 1981 household contacts since the program began. The public case workers in Alabama managed to vaccinate 799 contacts with the full threedose series, 408 were already Anti-Hbs-positive, and 260 were HBsAg-positive. In a high mobile population, this is considered a highly successful follow-up program. Introduction. This research describes the rate of physical abuse before and during pregnancy among Hispanic and African American women. Women were low-income, adult, and living in a rural part of South Carolina. The variation in social and environmental resources between women who did and did not report abuse is also described. The results have important implications for the planning of community interventions related to domestic violence.
Methods. This is a longitudinal, cohort study. To date, 201 Hispanic and 189 African American women from two rural prenatal clinics have been interviewed during pregnancy. The interview is conducted at approximately 32 weeks of pregnancy, asking about the time before pregnancy and the time until the pregnancy interview. All women were interviewed by a sensitive female interviewer and Hispanic women were interviewed in Spanish. Physical abuse, including forced sex, threat of physical harm, and fear of someone, were determined using reliable measures of abuse assessment. Women were also asked about the availability of dependable transportation, childcare, housing, telephone service, prenatal care visits, and social supports. Chi-square and t test procedures were used to determine independence between study variables.
Results. Of all respondents, 9.4% reported abuse prior to pregnancy, 5.7% abuse during pregnancy, 1.1% forced sex during pregnancy, and 5.3% were afraid of someone. Of abuse types, most reported being punched/beaten, or shoved. Most abuse occurred by a male partner and was directed to the face and head, next to the abdomen. Injuries were primarily bruising and swelling. All women who stated fearing someone named a partner or ex-partner. Differences in the abuse rates by ethnicity were nonsignificant.
Abused women, particularly Hispanic, were likely to live in crowded living conditions (>1 person per room). Abused and nonabused women were not different in the presence of telephone, air conditioning, heating, or emergency transportation. Hispanic abused women were less likely to have dependable transportation for everyday errands (0.003) and both Hispanic and African American abused women were likely to be homeless (0.03, 0.01) and not have dependable childcare (0.03) during pregnancy than nonabused women. Abused versus nonabused African American women were twice as likely to move where they lived during pregnancy.
Abused African American women were more likely to not have two dependable adults to depend on (0.004), who loved them (0.02), or to trust (0.003) compared to nonabused women. Among Hispanic women, abused were less likely to have two adults to trust (0.02), but were not statistically different in naming two adults who they could depend on or who loved them.
Abused women were more likely to miss prenatal care visits (0.003). Abused women smoked more than nonabused, regardless of race. No differences were found in maternal use of alcohol during pregnancy. Abused women's partners were more likely to use drugs, primarily marijuana, but not alcohol, for both races. Abused women, regardless of race, were likely to not use contraception at conception. However, pregnancy wantedness was not different for abused versus nonabused women, regardless of ethnicity.
Discussion. Physical abuse is a significant problem among rural pregnant women, comparable to rates of abuse and the correlates of abuse reported for adult, urban living women. Abused compared to nonabused rural women appear to lack adult social supports that they can depend on or trust. Maintaining anonymity in seeking services in a rural area is of heightened concern, particularly if a woman feels she has no one to trust. Poor childcare and transportation resources may influence abused women's ability to keep prenatal visits and seek medical attention. These barriers are very important in a rural area where access to public transportation and childcare programs is limited or inadequate.
DEATH IN THE NEONATAL INTENSIVE CARE UNIT:
REPORT OF VENTILATOR WITHDRAWAL IN 18 NEWBORNS Anita Catlin, DNSc, FNP, Nancy Abe, MSN, Diane Mihara, MSN. Napa Valley College and Kaiser Permanente Introduction. The study purpose was to examine the end-of-life process of newborns who expired after removal of life support, specifically the procedure or ventilator removal, medication administration, parental decision making, and family support. The conceptual framework was based on the principles of palliative care. Rare literature was found on discontinuing ventilator on newborns. Many studies suggest pain control not being adequately addressed in the living neonatal population; only one study described the need to provide pain and symptom management in the dying neonate.
Methods. Researchers devised a data collection tool based on points of interest from clinical experience and literature review relating to neonatal ventilator. The study design was a retrospective chart review done in two urban hospitals with level II and level III neonatal intensive care units of all neonatal deaths during the years 1997-1999. Eighteen of total 72 chats met the study criteria of death after ventilator discontinuation. Information sheet recorded (1) process of ventilator removal, orders, time to death; (2) medication administration, types, timing, routes; (3) parental participation in decision making, discussion of quality of life, and presence at death; and (4) documentation of support given to families. Analysis included basic descriptive measures, means, medians, modes, and ranges.
Results. Researchers found lack of clarity and consistency in charts of infants who died after ventilator removal. Twenty-two percent of charts had no written order for ventilator removal. If initially given (66%), pain medication was most often withdrawn at the same time the ventilator was removed. However, time until death then ranged from 5 minutes to 10 days. Parents participated in all decision making and were present at time of death in 33% of the cases. Nurses very poorly documented any emotional support provided. Documentation showed parents received emotional support from friends and family most, with some assistance by clergy. Only one mother was referred to a grief group, and only four parents were given the names of follow-up counselors.
Discussion. Improved provision of and documentation of pain and symptom management on ventilator removal are needed. Most infants had intravenous access lines removed when the ventilator was removed and some lived lengthy periods then without symptom management availability. More clearly written orders for ventilator termination are suggested. Improved documentation of obviously provided emotional support to the dying infant's parents is recommended. 
IMPACT OF MANAGED CARE ON TREATMENT FOR

Virginia Commonwealth University
Pregnant drug-dependent women present for treatment with a myriad of medical and psychosocial problems, which can be costly to both the healthcare system and to society. Previous research has shown that integrated, comprehensive services are both clinically and economically effective for this group (Svikis et al., 1997; Jansson et al., 1996) . With the advent of managed care (MC), limitations have been imposed on quantity and frequency of services for this high-risk patient population. Previous investigators have found that although MC did contain costs for treatment of substance abusers, it was also associated with decreased value of drug treatment benefits, decreased availability of appropriate care, and the decreased autonomy of clinicians to make treatment decisions for their patients (Galanter et al., 2000) . The population of pregnant, drug-dependent women is especially at risk for curtailment of services under the system of MC, as this population often requires many costly, long-term services provided by a variety of practitioners, many specialists.
The present study compared maternal, fetal, and infant outcome data in a fee-for-service (FFS; 1995) compared to a MC (2000) health reimbursement system. Participants were patients at the Center for Addiction and Pregnancy, a comprehensive drugtreatment facility in Baltimore, MD. This center became part of the Maryland mandatory MC movement in 1998. The initiation of MC services produced several immediate changes in program operations, including larger patient caseloads distributed among less experienced treatment staff, reduction or elimination of many ancillary care services that were no longer eligible for reimbursement (e.g., child care, parenting skills training, outreach), increased fragmentation of services (elimination of ''one-stop shopping'' model for OB/Gyn, substance abuse and pediatric care), and an increase in volume of staff paperwork and documentation. In 1995, 132 women delivered infants within the FFS system. In contrast, 108 women delivered infants in the year 2000 under MC. Demographics were comparable for the two patient groups. Women were predominantly African American (91%); unemployed (91%) and single (88%). The mean age for MC women was slightly older than FFS women (31.3 vs 29.0 years, p<0.02). Diagnostically, the groups were similar in recent (past 30 days) substance use, but MC women reported a longer history of regular alcohol consumption than FFS women (34.9 and. 14.5 months, respectively, p<0.05). MC and FFS women did not differ for Addiction Severity Index (McLellan, 1980) composite scores in the domains of employment, alcohol, drug, legal, family/social and psychiatric severity. However, MC women had greater need for medical treatment than FFS women (0.49 vs 0.27, p<0.001), which may be due, in part, to MC women having greater difficulty accessing medical care during pregnancy.
Comparisons of MC and FFS maternal and infant outcome data found no differences on standard birth parameters: Apgar scores, percent MCU admission, and NICU length of stay, or rates of positive urine drug toxicology data at delivery. However, MC women were significantly more likely to be methadone-maintained at delivery (99% vs 64%, p<0.001), less likely to be active in treatment at delivery (24% vs 37%, p<0.0001), and less likely to follow through with pediatric care appointments during the first 4 months postpartum. Immunization status among the two groups of children revealed significantly lower immunization rates in the MC compared to ITS groups (72% vs 92% at 2 months, and 42% vs 79% at 4 months, p<0.001). Most strikingly, there was a sevenfold increase for in utero fetal deaths in the MC group, and a three fold increase in infant death rate for this sample. Although these changes cannot be directly linked to MC, it seems plausible that MC has played some role in these dramatic declines in maternal, fetal, and infant outcomes.
In summary, the present study found that standard maternal and neonatal outcomes at delivery did not differ for women in MC compared to ITS models of care. MC care, however, was associated with increased rates of patient drop-out, particularly among nonmethadone treated women. MC care was also associated with lower rates of follow-through with pediatric care and declines in rates of 2-and 4-month childhood immunization. Rates of intrauterine fetal and infants deaths also increased dramatically within the MC group. Future analyses for this study will examine long-term outcomes for these high-risk mothers and children, as well as the incidence of foster care placement and child protective-services interventions.
This research is supported by NIDA grants K08DA00495 and R01DA12403.
THE MISLEADING CAUSES OF FETAL DEATH, REVISITED Russell Kirby, PhD, Department of Obstetrics and Gynecology, Milwaukee Clinical Campus, University of Wisconsin Medical School
Introduction. Although fetal mortality rates have steadily declined, due to more rapid improvement in neonatal mortality, fetal deaths (of 20 or more weeks' gestation) are now more numerous than neonatal deaths. Public health attention continues to focus on infant deaths, despite available data systems to support an epidemiologydriven approach to fetal mortality prevention. This presentation examines underlying causes of fetal deaths, using population-based data from six states.
Method. Data on underlying cause of fetal death (UCFD), birth weight, gestational age, timing of death, and autopsy status were obtained for the states of Arkansas, California, Maine, Missouri, North Carolina, and Wisconsin, for all reported fetal deaths occurring in each state during 1995-1997. A total of 15,344 events were studied. UCFD was classified using the misleading causes scheme proposed by Kirby (Am J Public Health, 1993) , and compared across birth weight, gestational age, time of death (ante-or intrapartum), and autopsy status. Results were also compared to previously published data from 1985 to 1987 (Kirby, 1993 .
Results. Forty percent of all fetal deaths had misleading causes (impossible: 1.6%; implausible: 8.1%; unspecified: 30.3%), ranging from 29.3% in Maine to 53.6% in Missouri. These results were similar to those found for [1985] [1986] [1987] . Misleading causes of fetal death were slightly more common among very low birth weight ( <1500 g; 41.4% compared to 38.7% for normal birth weight) and extremely preterm ( <28 weeks gestation; 42.7% compared to 38.0% for term) fetal deaths, as well as among fetal deaths occurring antepartum. Impossible causes of UCFD were more common among postdate fetal deaths, whereas impossible causes were more common among the extremely preterm fetal deaths.
Discussion. The quality of cause of fetal death certification in the United States has not improved from 1985-1987 to 1995-1997 . Fetal mortality prevention strategies require valid and accurate data, especially to determine the relative contributions of genetics, causes amenable to prevention through obstetrical intervention, and causes amenable to social interventions. The certification process should be modified to increase the involvement of attending physicians and access to postmortem evaluations and laboratory tests. Fetal mortality data should be incorporated into population-based analyses so that the full spectrum of perinatal mortality is better understood. Introduction. The Right From the Start Project (RFTS) is a comprehensive statewide initiative for government-sponsored pregnant women whose incomes are at or below 150% of poverty. A major component of RFTS is to provide in-home care coordination services whereby nurses and social workers visit eligible prenatal clients in their homes throughout their pregnancy to assess the women's educational, social, nutritional, and medical needs and to facilitate their access to appropriate services and providers. The purpose of this study was to examine outcomes for 6080 women who were eligible to receive RFTS services in 1995 and to describe differences found between the 4096 women who received at least one RFTS service during their pregnancy and the 1984 RFTS eligible women who choose not to receive RFTS services.
IN-HOME PRENATAL CARE COORDINATION
Methods. Each of the state's eight RFTS regional lead agencies compiled a report listing all RFTS-eligible women for whom a required program enrollment problem-oriented perinatal risk assessment system (POPRAS) form had been received during calendar year 1995. Each list identified those women who received one or more RFTS services and identified those who received no RFTS services. The women's records were matched to 1995-1996 birth certificate records to link each woman with the infant born to that pregnancy. This linked data set was then matched to the state's atrisk newborn ''birth score'' database, which identifies newborns at greatest risk for postneonatal mortality, to add the additional data collected on babies who were risk scored at birth.
Results. Of the 7617 prenatal women who were eligible to receive RFTS services, 79% (6080) could be matched to their infant's birth certificate record. Of the 6080 matched cases, 92% (5566) also had a birth score data file. Eleven maternal and six infant factors were selected from the matched birth certificate file for a comparative analysis between women who did and did not receive RFTS services. Two maternal and six infant factors were selected from the matched birth score database for similar analysis. The women who did and did not receive RFTS services differed significantly (chi-square; <0.05) in nine areas. Most notably, the group of women who received at least one RFTS prenatal service had a higher rate of early enrollment in prenatal care ( p<0.001) and a significantly lower infant mortality rate ( p=0.018) in spite of giving birth to more newborns with abnormal infant conditions <0.01). Maternal race, education, alcohol and/or tobacco use did not differ between the two groups and no significant differences in infant prematurity (gestational age <37 weeks) or low birth weight ( <2500 g) were noted.
To examine the effect that parity may have in response to RFTS participation, the same birth certificate and birth score variables were compared for primiparous and multiparous women. The most notable differences occurred between multiparous and primiparous women who did not receive RFTS services. The multiparous women who did not receive RFTS services delivered significantly more infants who were at greater risk for postneonatal mortality (<0.001).
These pregnancies also resulted in more infant referrals to the infant component of RFTS ( p<0.001) and recorded a higher overall infant mortality rate ( p=0.028).
Discussion. Within the population studied, there appears to be a positive correlation between in-home RFTS prenatal participation and two primary outcomes: early entry into prenatal care and lower infant mortality. The prenatal group that appears most disadvantaged by nonparticipation is the multiparous group. It was reported anecdotally that many women who refused to participate in RFTS did so because they received RI and TS services during a previous pregnancy and, thus, did not think they needed the services during their current pregnancy. The data suggest that this is a vulnerable group that indeed could benefit from RFTS and perhaps should receive more focused attention. Infants who were enrolled in IFFTS through an ''alternate entry'' (healthcare provider referral) process, because they did not risk out under the birth score system, were twice as likely to have had mothers who were prenatal participants. This suggests that prenatal RFTS intervention increases the probability for identification of factors that place otherwise ''low-risk'' infants at greater risk for poor outcomes. Noting that maternal smoking, infant low birth weight, and preterm delivery rates did not differ significantly between RFTS participants and nonparticipants, the RFTS program may also need to consider more aggressive approaches that target maternal smoking.
